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effusion than after Its absorption (see Fig. 38). When a large quantity of Typical
fluid is present in the pericardium, the antero -posterior X-ra\ shows a
characteristic shape of heart shadow—the right border sloping down-
wards and outwards to blend with a variable density at the base of the
right lung, the left border being almost straight and directed at an angle
of about 45= to fuse Tvith a density at the lower part of the left pleural sac.
The shadow of the vascular pedicle is frequently double the normal
width at the level of the second intercostal space (see Fig. 38).
The electrocardiogram is not of direct diagnostic importance in acute
pericardial disease. It may show arrhythmia due to underlying myo-
cardial disturbance. Often the curves are of low voltage, and defcrraities
of the RT segments similar to those seen in cardiac infarction have been
recorded.
(2)—Tuberculous Pericasrdial Disease
Statistical evidence suggests that this lesion may occur at any age, that incidence
it is commonest in children, and :hat it is found at necropsy in 2 to 3
per cent of patients with tuberculous lesions. In fact this form of peri-
carditis Is nearly always secondary to tuberculous involvement of the
pleura, lung, or mediastinal glands, and as an isolated clinical entity is
rare.
Osier classified the disea.se into four clinical groups: (i) latent tuber- Clinical
culous pericarditis, in which the discovery" is made accidentally at classiftcatlon
necropsy; (ii) symptoms of cardiac insufficiency following dilatation
and hypertrophy of the heart consequent on chronic adhesive peri-
carditis; (iii) acute tuberculosis, either generalized or with manifestations
principally referable to the nervous system; and (iv) the syndrome of
acute pericarditis, with precordial pain, dyspnoea, oedema, and pro-
gressive deterioration of the general condition. The disease is generally
rendered manifest by symptoms of thoracic distress, and examination
may disclose a to-and-fro rub over the praecordia.
There are no signs of primary disease of the valves or myocardium, Examination
and if aspiration becomes necessary the effusion is as a rule found to
be sterile. Centrifuging may reveal a few tubercle bacilli, but the irue
nature of the condition may only be proved by guinea-pig inocula-
tion. In contrast to other forms of pericardial disease repeated tapping
may be necessary. The fluid forms so slowly that a large amount may
accumulate in the pericardium; and, as the myocardium is seldom
involved by the tuberculosis, the functional efficiency of the heart is
only gradually impaired.
From Osier's classification it is clear that tuberculous disease of the
pericardium may run an insidious course which is not incapacitating,
the malady never being diagnosed. Probably such states constitute the
basis of some cases of chronic pericardial disease in which the aetiology
is obscure.

